rette smoking on respiratory symptoms and lung function was obvious. All mean values of lung function for dental technicians and controls were within normal limits. Significant decreases in all mean lung function values were found among smokers by comparison with non-smokers, however, and a positive interaction with occupational exposure was established. The x ray films of dental technicians (n = 102, groups D and d) were read independently by four readers and recorded according to the International Labour Office classification of pneumoconioses. The prevalence of small opacities greater than 1/0 was 11-8% with a significant increase with duration of exposure. The prevalence among dental technicians with 30 years of exposure or more was significantly higher (22-2%) than those with less than 30 years (3-5, p < 0 004). The prevalence of autoantibodies (rheumatoid factors, antinuclear antibodies, and antihistone antibodies) was not significantly different in the groups D and C. When positive, autoantibodies only occurred at low concentrations. This finding contrasts with previous reports on the occurrence of autoantibodies and even of connective tissue diseases in dental technicians. In conclusion, the study confirms an increased risk of pneumoconiosis among dental technicians. Moreover, there may be other lung disorders such as impairment of lung function especially in association with cigarette smoking. Dental technicians are exposed to several fibrogenic dusts and many cases of pneumoconiosis have been reported since 1962.1-5 Lung fibrosis may be induced by silica dust and probably also by other particles generated during the production of dental prostheses, such as aluminium oxide, asbestos fibres, various metals (for example, cobaltchromium-nickel alloys, beryllium). Moreover, the question of the occurrence of rheumatoid arthritis and scleroderma among dental technicians with or without pneumoconiosis has been debated in recent years.-10 Surveys about lung diseases in groups of dental technicians have rarely been performed.7 [11] [12] [13] Two studies were focused only on respiratory symptoms'4 or pneumoconiosis. '5 The aim of our study was to evaluate occupational exposure by questionnaire, to determine the prevalence of respiratory symptoms and pneumoconiosis, to assess ventilatory impairment, and to investigate immune disturbances among dental technicians.
Subjects and methods

POPULATION
All subjects, dental technicians and controls, were selected from the Registry of the Social Insurance for self employed workers. The study was limited to the city of Paris and was conducted from September 1990 to September 1991.
All the dental technicians (n = 343), men or women, were identified through the Chamber of Crafts of Paris Registry. In September 1990, they were sent a letter inviting them to a medical check up. In April 1991, the remaining dental technicians were contacted by a second letter. From this group, 113 subjects were examined at the medical centre for self employed workers. Three women and five non-caucasian men were excluded from the analyses.
The control group was also composed of self employed workers. All the workers between 43 and 66 years old were invited to a medical check up. The control group (group C) included caucasian men, without known exposure to any air contaminant, matched by age with the dental technicians (group D).
The studied population was, therefore, composed of three groups: 68 control workers 43-66 years old ( were compared according to the occupational exposure and the smoking habits (fig 1) . All the mean normalised values were lower among the smokers and among the dental technicians than among the non-smokers and control subjects. The decreases were substantial among smokers and dental technicians with both exposures.
The conformity of readings to evaluate the quality and the profusion of the films between the four readers was good. The classification of 30 films was identical between the four readers; 52 films were either in agreement among three readers or classified by two readers in a category close to the category of the two others (for example, two 0/1 and two 1/0). Among the 102 radiographs, 12 showed small opacities with profusion of 1/0 or greater. The small opacities of the 12 dental technicians with pneumoconiosis were more often linear and irregular (s or t 57 6%) than nodular (p or q 41 3%) Only one dental technician of five subjects with film classified ) 1/1 was aware of his pneumoconiosis before the survey. The prevalence of small opacities (0/1 or 1/0) was slightly higher among smokers and ex-smokers than among non-smokers (respectively 34-2% and 48-3% v 20 0%). The prevalence of small opacities 1/0 or greater among FEF75 94-5 (18-9) 93.0 (27 8) As found by Rom et al, the prevalence of respiratory symptoms was not higher among dental technicians than among the controls.'2 By contrast with the studies of Sherson et al 7 we did not find significant differences in the prevalence of dyspnea grade 1 or any significant relation with duration of exposure. 14 The influence of cigarette smoking was predominant and significant relations were found between respiratory symptoms and smoking habits." The effect of cigarette smoking on lung function was also greater than the effect of occupational exposure. In agreement with Rom et al 12 and Sherson et al 7 we found slightly lower lung function among dental technicians than among control workers. These differences became significant in our study when we took occupational exposure and smoking habits into account. The positive interaction between the two agents seemed to be synergistic rather than additive (fig 1) . Szadkowski Finally, dental technicians did not seem particu- larly at risk of autoimmune diseases. This finding contrasts with previous reports of autoantibodies and even connective tissue diseases in subjects exposed to silica26-29-namely, in dental technicians find any increased risk of impairment of lung func-exposed to several dusts and in whom autoantition among 149 dental technicians probably bodies and several cases of systemic sclerosis and because they did not compare their data with a systemic lupus erythematosus have been control group.'3 described.6-'0 These reports dealt with few individThe prevalence of small opacities (1/0 or greater) ual cases of dental technicians with autoimmune was in agreement with the results obtained by manifestations, however, whereas we compared a Sherson et al I in Denmark among 31 dental tech-large series of randomly recruited dental techninicians, and by Rom et al'2 in Utah among 178 cians with a matched control group. Although no dental technicians if the duration of exposure was difference was found between the two groups, antitaken into account. We found a prevalence of nuclear antibodies, antihistone antibodies, and 11-8% for a mean duration of exposure of This study was supported by a generous grant from Caisse nationale d'assurance maladie des travailleurs non salaries. We are grateful to Dr C 
